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Initial Comments
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Final Observations
Statement of Licensure Violations

300.610a)
300.1210b)
300.1210d)6

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at feast the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
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care needs of the resident.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These Requirements were NOT MET as
evidenced by:

Based on interview and record review the facility
failed to provide supervision to a resident with
known wandering/elopement and aggressive
behaviors, failed to implement
additional/increased interventions after a
resident’s previous attempts to wander into other
residents’ rooms and failed to accurately assess
a resident for 15 minute checks for one of three
residents (R1) reviewed for supervision in the
sample of three. This failure resulted in R1
wandering into R2's room, being shoved by R2,
and causing R1 to fall to the ground and hit R1's
head. R1 was sent to the local area hospital,
diagnosed with two brain bleeds and admitted
back to the facility under hospice care.

Findings include:

The facility's "Resident Monitoring" policy, revised
10/06, states, “Itis the policy of (facility company
name) to initiate monitoring of residents as a
nursing measure upon the clinical decision of the
Charge Nurse and/or Interdisciplinary Team to
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assist in providing safety to residents that are
identified to be a potential threat to self or others
or an elopement risk. Procedure: 1. Assess the
resident and document the need and rationale for
monitoring. 2. Initiate resident monitoring and
document date, time, resident location, and as
deemed necessary, behavior and response to
monitoring."

R1's current Facesheet documents R1 was
admitted to the facility on 2/1/22 with diagnoses to
include but not limited to: Anxiety, Major
Depressive Disorder, Traumatic Hemorrhage of
Cerebrum with Loss of Consciousness, and Gait
Disorder."

R1's Cognitive Assessment/Brief Interview for
Mental Status (BIMS) on 5/13/22 documents R1
with severe cognitive impairment.

R1's Skilled Progress Notes on 2/4/22 at 3:00
P.M., states, "(R1) very confused wandering halls
naked going in and out of other residents’' rooms.
Easily redirected."

R1's Skilled Progress Notes on 2/5/22 at 5:45
P.M., states, "(R1) ambulates in hall naked going
inand out of other residents’ rooms. Very
confused with often disjointed thought process.
Frequent nude walks in hallway with redirection
temporarily.”

R1's Nursing Notes on 3/30/22 at 6:30 P.M.,
states, "(R1) has exited through different doors x
5 (times five) since my shift started at 1800 (6:00
P.M.) Usually takes two staff to persuade (R1) to
come back inside. (R1) beginning to be a little
aggressive verbally and physically with staff and
other residents. Notified (V8/R1's Physician).
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